SUMMARY When a triple procedure is planned, calculation of the intraocular lens becomes a problem. Postoperative corneal power bears no relation to preoperative power, and the axial length of the globe also changes. A prospective study of 24 keratoplasties revealed a close relationship between postoperative corneal power and donor corneal power. Changes in axial length were found to be too small to produce errors in calculation. The equation derived in this series to describe the relation between postoperative and donor corneal power is applicable only when certain trephine sizes are used and when the recepient cornea is not excessively scarred.
When a corneal opacity and cataract coexist, the triple procedure-namely, keratoplasty, cataract extraction, and intraocular lens implantationbecomes one of the options a surgeon has to consider. Its main advantage is more rapid visual rehabilitation than that resulting from multiple-step treatment. Proper calculation of lens power depends on the accurate measurement of corneal power (K) and axial length (L) preoperatively.' In the triple procedure the postoperative changes in K and L induced by keratoplasty may be a major source of error in lens power selection. Some surgeons use the preoperative K of the operated or fellow eye in their formulae.2 Others use average K values derived from their own series' on the assumption that there is no correlation between pre-and postoperative K values.
In this prospective study readings obtained from 24 keratoplasties are analysed. The trephine diameters were the same at each operation. A 7-5 mm trephine was used to obtained the donor button and a 7 mm trephine to cut the recepient bed. The same surgical technique was followed by a single surgeon in all 24 cases. Pre-and postoperative K The axial length was measured in seven of the cases six to eight months postoperatively, when K was found to have become stable. Table 3 gives preoperative recipient K and L values as well as postoperative K and L values in seven of the cases in this series. It also includes the actual changes in L together with the expected, mathematically calculated changes. Both the actual measurements and the mathematical calculations revealed minute negligible changes in L. Consequently the pre-and postoperative evaluation of L was omitted after the seventh case. Postop 9 months=corneal power 9 months after surgery.
Postop 9 months after omitting 2 cases=above group after omitting 2 cases that showed abnormally excessive corneal scarring. Average K=mean value of corneal power in dioptres.
Range=range of K in the group.
Discussion
Troutman calculated a 0-67 D increase in K for every 0*1 mm increase of donor button size over recipient bed size. 4 Casey states that 0-5 mm discrepancy between donor and recipient may reduce hypermetropia by 'a dioptre or two'. 5 Olson on the other hand reports a statistically insignificant difference between the refraction after same-size grafts and over-size grafts.6 This controversy stems from a basic error, which is the attempt to relate preoperative to postoperative corneal powers. As Kozansky and Cavanagh judiciously state, 'there is no relation between the preoperative and postoperative corneal powers'.7 The true relation is between the donor K and the postoperative recepient K. After all, it is the donor corneal button that becomes 'squeezed' into a smaller bed with a consequent change in its curvature (K becomes greater).
In Fig. 1 it is obvious how disparate the preoperative K values are. In addition to the different Fig. 2 , if an arc whose length is a, with radius of curvature rl and suspended on a chord cl, is transferred to another shorter chord c2 (with cl>c2), then the curvature of the arc a will become steeper, on the assumption of a new radius r2 where rl>r2: rl sin-c(2-=a=r2 sin-(2r)
Where a represents the length of arc of the donor button. Its length depends on:
(1) cl, the length of the chord, or in other words the diameter of the trephine used to obtain this button (7.5 mm);
(2) rl the radius of curvature of the donor cornea (K value of the donor cornea).
This same button is applied to the recepient bed, prepared by a 7 mm trephine-that is, c2 becomes 7 mm. It will attain a steeper curvature r2. This r2, which is the radius of curvature of graft postoperatively, depends on: (1) donor corneal curvature rl; (2) diameter of donor trephine ci (7-5 mm); and (3) diameter of recepient rephine c2 (7 mm).
GRAFT AND RECEPIENT BED RETRACTION
When a donor button of K=42-5 D (r=7-9 mm), obtained by a 7-5 mm trephine is fixed into a recipient bed prepared by a 7 mm trephine, the mathematically expected postoperative r would be r=4-88-that is, K>60 D. In practice this did not happen. The two- 
In seven cases *L was actually measured and mathematically calculated as well. In all seven cases *L, both by measurement and by calculation, proved to be negligibly small ( Table 3 ). The preoperative axial length can safely be applied in the IOL calculations formula.
CONCLUSION
In calculating the IOL power P in eyes with an axial length between 22 mm and 24 mm the most commonly accepted formula is the SRK linear regression formula.9
P=A-2-5 L-0-9 K, where A is the lens constant specific to the type of lens.
If the axial length is <22 mm or >24 mm, a modified SRK II formula is applied.9 In the former condition + 1 is added to the A constant, while in the latter condition -1, or -2 is added to A.
In the triple procedure both the SRK and the SRK II linear regression formulae may be used after some necessary changes: L is the preoperative axial length of the operated eye; but K may be either (a) 106% the donor K, or (b) an arbitrary value of 45 D if the donor K is not available.
It must be stressed, however, that the above statement is applicable only if (1) a 7-5 mm graft is placed in a 7 mm bed, and (2) the recipient bed is not heavily scarred. In this latter situation such eyes may benefit more by undergoing two separate surgical procedures: a penetrating keratoplasty and extracapsular 
